the State Depa 
urs after deaif{ 


hi 


h form PM3. Page 5 may be retained for your files. 
land i 


in Item 18. Give Pages 1, 2, and 3 to the funeral director, Page 


ignated agent, prior to burial, cremation, or removal, and in any event wit 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any delay is necessary, 


4 should be forwarded to the Chief Medical Examiner’s Office along wit! r 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 


please execute the certificate, writing the word “pending” in per 


Health or its desi 


a 
x 
= 
Fe 
is 


“o16 
FOR STATE 
HEALTH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1 4 26 { 
eno 3 on RESIDENCE (Where dec: ° 22) 


a. STATE b, COUNTY 
Maryland St. Mary's 
e. CITY OR TOWN [If outside eorporate limits, write RURAL end give nesrest town) 7 


1, PLACE OF DEATH 


a. COUNTY 
St. Mary's 


b, CITY OR TOWN [if outside corporate limits, 
write RURAL and give nearest town) 


ied lived, If institution: Ri 


MARYLAND _ 
o. LENGTH OF STAY IN 1b 


Lexington Park 
4. STREET ADDRESS : = 


d. NAME OF HOSPITAL OR INSTITUTION [if not In hospitel, give street eddress) 


St. Mary's Hospital 


1S RESIDENCE 
ON A FARM? 


| ves {_] NO 


11 Lincoln Ave. _ 


. NAME OF “Middle Lost 4. DATE Month ‘Dey Year 
DECEASED OF 
{Type or print) LILLY MAE ANDERSON DEATH August 4 19 64 
5. SEX 6. COLOR OR RACE) 7. aRRiED Po] NEVER MARRIED Ol 6. DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS, 
1 1 d lst birthdey) Mente] Deys | Hours | Min. 
Female Colored | wows [] oiorceo[]| Oct, 24,1922 ya. | 


1a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Tob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


USA 


Domestic _| Maryland 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jesse Lees 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown} | (Ifyesgivewarordatesofservica) 


Py Mammie Barnes 
17, INFORMANT 


16, SOCIAL SECURITY NO, 


216 22 2209 
18, CAUSE OF DEATH [Enter only one couse per line for fa), (b], and (€).] 


PART I. DEATH WAS CAUSED BY; . . 
IMMEDIATE CAUSE (e)__ExSanguination 


# 11'f¥hcoln Ave. 


Lexington Park,Md, ___ 
INTERVAL BETWEEN, 


ONSET AND DEATH 


E dward I.Anderson 


DUE TO 

Conditions, # eny, which «)__ Rupture of Pregnant Term Uterus Immediately Before 

gave rise to Immediate couse . ee 

(a), stating the underlying ( SOEIE Delivery. 

causa last. (ed). Ss 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)| 19. WAS AUTOPSY 

<a i) PERFORMED? 

=] 
s = EAS, ee = [ws B] No 
F | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Part It of item 1B.) 
& | PRIMARY [] or CONTRIBUTING [] 
© | CAUSE OF DEATH, 
3 20c. TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, ferm, | 208. city ‘or town) (County) _ (State) 
B Hour em. While ___Not While fectory, street, office bldg., ete.) | 
= p.m. 19 jet work et work 


21. I certify that | took charge of the remains ‘cribed above, held an Autopsy aa Inspection fe} and in my opinion 


death resulted from: _Natural_ causes iE} Afcide t i Suicide oB Homicide im} 


Inquiry im) 


Undetermined manner Oo 


* CHIEF MEDICAL EXAMINER [_] 
ACTUAL & ts Cul t, ; 5 elt! ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 
SIGNATURE 1 MD. 
EXAMINER'S DEPUTY MEDICAL EXAMINER [_] 8/4/64 
TSE BES) Charles S. Petty, M.D. a Address (Street, city, town, of county) : 
22. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (State) 


‘22a. BURIAL, CREMATION,| 22b. DATE THEREOF 
REMOVAL (Specify) 


~ Peters 


Le Cen. Ridge 
ADDRESS 


Md. 
SROCTO het ease 
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JO HOSPITAL OR ATTENDING PHYSICIAN: 


or attending physician. 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been s 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10243 CERTIFICATE OF DEATH s 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a, COUNTY a. STATE b. COUNTY 
st. Mi t MARYLAND: ry J farartic 


b. CITY OR TOWN (if outside cor; Kporete limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR ‘OWN (If outside corporate mits, wri Rr) id give nearest town) 
write RURAL and give nearest town} 


as 


Leonardtowm 3 brs. 8 min, IX Can aay 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) Pe sTmERr AOORES: e. bigs, 


St. Mary's Hospital ves f2]_noC] 


First Middle . Day Year 
OF 


filled in by the funera 


apers. P: 


ent, within 72 hours 


bon 


carl 


(Type or print) nt hlatthew Bean 
5. SEX 6. COLOR OR RACE | 7, MARRIED [} NEVER MARRIED f{] | 8- OATE OF BIRTH 9, AGE foe 


last poe Oays | Hours [% Min. 


Vale ihite wipoweb ["] DIVORCED] | ugust 19, yrs. x 
40a, USUAL OCCUPATION (Give kind of work done) 0b. KIND OF BUSINESS OR if, TELE ed (Gounty i State, or foreign country) | 12, CITIZEN OF WHAT 


during most of working life, even If retired) 
none St. Mary's, Maryland United Siates — 


13. FATHER’S NAME 14. MOTHER'S: MAIDEN NAM! 


James Aloysius Bean Mary Martha Dyson 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMAN' Address 


(Yes, no, or unkown) |(Ifyesgive war or ogi 
Mother Callaway irvland 


C) 


lease r 


no 
18. CAUSE DF DEATH [Enter only one cause per lipfe for (a), (b), ang (c).J = INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ONSET: ARE Da 

IMMEDIATE CAUSE (2). i 

//¢ OUE TO 

Conditions, If ‘any, which (b) 

gave rise to Immediate 
cause (a), stating the ( OUETO 
underlying cause last, (©) 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL OISEASE CONDITION GIVEN INPART 1(a) 19. pe ea) 


yes] no[{] 


transit permit. Then 
, cremation, or removal, and | 


ned by the attending physician and completely 


1g 


> 


20a, ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EOICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 


at work | 


MEDICAL CERTIFICATION 


, that (1) (web last 
, from the ¢auses and on the date stated above. 


2b. DAT ip 
ATTENDING 
D._PHYS. Pg, ae pis. Ct (has 
22d. ADDRESS 


| 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION aig town or Agen — (State) 


REMOVAL: Speci ify) F 4 / & / YAP Ga 
Auge g9 Geonge Valle. 
24. FUNERAL DIRECTOR ROORESS 25a. REC'D BY REGISTRAR ey Lee, RECISTRAR’S feaydand 


director, page 3 should be detached for use as the bui 
should be filed with the State Dept. of Health prior to bu 


mee ie an Leonardtown, Mangland {ux AUG 20 1964 _fCCorlag Yuctge 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 1024% ‘MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14934_ 


HEALTH DEPT. 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If Institution: 1s before admission) 
all b, COUNTY 


a. STATE 
St. Mary's ____Manyianp | llanydand. St, '" 
b. CITY OR TOWN [if outside corporate limils, . LENGTH OF STAY IN Ib c. CITY OR TOWS [If outside corporate limits, write RURAL and give n@aresl town) 


rite RURAL agd give nearest town} 
George t alana X Great. Nilay 
5 d. STREET ADDRESS ead. h 


tor. Page 


rect 
ith form PM3. Page 5 may be retained for your files. 


“2 = wAN 
d, NAME OF Goma OR INSTITUTION {if not in hospilal, give streel eddress) °. 5 RESIDENCE 


3. NAME OF e "Middle 2 “Last ) 4. DATE Month 
DECEASED 


(Type or print) Wilson Burk e | SEATH 19 


°5. SEX 6. COLOR OR RACE|7_ paapRieD [_] NEVER wef DATE OF BIRTH 9. AGE (If years | IF UNDER 1 eh IF UNDER 24 HRS. 


late White wioowe[} _pvorceo [| Od. 9, 1951 2 ay | PA | 


Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stale or foreign couniry) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


13, FATHER’S NAME st A anylond | USA 


14, MOTHER'S MAIDEN NAME 


Kersey Burke Many Elden McKenny 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Addi 


(Yes, no, of unkown) | [Ifyesgivewerer detesofservice) 7 
sara Kinsey Burke_ , 
18, CAUSE OF DEATH [Enter only one eause per line for {a), (b), end (c).) emnaiaamnia ~~ | INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 7 be icles 
IMMEDIATE CAUSE (e) a at a . 
x DUE TO ‘ 


J / 
Conditions, f any, which (b) 
geva rise to immediate cause 
{e), stating the undarlying ( PVETO 
epuse last. {e). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)| 19. wee AUTOPSY 
REFORMED? 


YES fa No [Ft] 


1 and 2 with the State Department of 


and in any event withi 


in Item 18. Give Pages 1, 2, and 3 to the funeral di 


4 should be forwarded to the Chief Medical Examiner’s Office along w 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 


, or removal, 


I, cremation, 


rial 


20a. EXTE CAUSE WAS 20b. DESCRIBE ma. INJUR’ SF 'URRED, al heat of injury in Pert | or Pert Il of item 18. ) 


PRIMARY 52 or CONTRIBUTING [1] ; 
CAUSE OF DEATH. EQ. a7 en eg 4 ye wen 


20c, TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED | 20e. RACEOF RILEY (Home, farm, | 20H. (City 
Hour e.m. me Whi 


work [ie] 
21. I certify that | took charge of the remains suden 8 held an Autopsy [# Inspection , and in my opinion 


death resulted from: Natural causes [Ss Accident Suicide fe Homicide [aa Undetermined manner 3] 
CHIEF MEDICAL EXAMINER |] 


ing the word “pending” in pencil 


wi 
MEDICAL CERTIFICATION 


ACTUAL "| 


ATE SIGNED 
SIGNATURE MD. ASSISTANT MEDICAL EXAMINER: (ia D. NI 


EI 
EXAMINER'S ”) A. O DEPUTY MEDICAL EXAMINER [Z}-—~ 
NAME (Type) e e Bean ~ le e oe Addreas (Streal, cily, town, or county) x _ Be, 

22e. BURIAL, em | Zab. DATE THEREOF | | 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cily, lown, or counly) —S—«{Slete) 


RegOvAs apa Aun. 25, 1964 | St.George Laland thetho St, Geange 


Health or its designated agent, prior to bui 


please execute the certificate, 
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23. FUNERAL DIRECTOR ADDRESS 24a. REC'D BY REGI eo 4b. weteat SIGNATURE 


W.Clanke llattingley Leonandtaun, Maryland __|onk UG 25 _19 y edge 


| 0265 MARYLAND STATE DEPARTMENT OF HEALTH 
‘ ision of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, me Oey) 


Ttems 20821 Fil -MEDICAL-E EXAMINER'S CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where doceesed lived, If insiluliom Resldonco before admission) 
Ye. COUNTY SZ ? e. STATE b. COUNTY 


Mansy" MARYLAND Manykand. Ste lary" __ 
b, CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TO’ {lf outside eorporele limits, write RURAL and giveGesrest town) 
write ya ‘ond give pgeres! town) 
eonandtoun. Life Leonandtoun. 


d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) d. STREET ADDRESS a. IS RESIDENCE 
ON A FARM? 


yes [_] No 


3. NAME OF i =e ~ Middle lest —S«| 4. DATE Month Yeer 
DECEASED 


OF 
{Type or print) el Darn: id DEATH 
Micha el _ von Aupuad Ly 
3, SEX 6, COLOR OR RACE 7, MARRIED [_] NEVER MARRIED JX] | &» DATE OF BIRTH 9. AGE (IiPyeers | IF UNDER 1 YEAR| IF _ Gt [IF UNDER 24 HRS. 


( aloned wipoweD []__bivorceo [] Dee, 16, f' %6. 3 Pe a boule di eat i | ae 


saclllad ee OCCUPATION Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY i otate (Steta or ri eountry) 12, CITIZEN O| ky ‘WHAT COUNTRY? 


je Dep’ fn 


eizined for ¢ 


dona during most of working life, even if retired) 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Mitchell Mary (Cecelia Evans 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORM. Address 


(Yas, no, or unkown) faa ret 
Mother __ sane as # 2 above, 


18. GAUSE OF DEATH [Enier only one cause por line for (a), (bj, end {c).] = | INTERVAL BETWEEN 


(T AND eae 
. DEATH WAS CAUSED BY; ° eae 
eee ATT MEDIATE CAUSE fa} Asphyxia seconandy to vomiting if 


DUE TO 


Conditions, if any, which (se 
gava rie to Immedicta cause 

{a), steting tha underlying UEC 
cousa last. (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a)| 19. WAS AUTOPSY 
PERFORMED? 


ves [] No [J 


le pages 1 and 2 wit! 


jor to burial, cremation, or removal, and in any event within 7: 


pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral 


aminer’s Office along with form PM3. Page 5 may be. 


20s. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | of Pert Il of item 1B.) 
PRIMARY [1] or CONTRIBUTING Xi) 
CAUSE OF DEATH. 


20e. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Homa, i 20f, (City oF town) TCounty) (State) 
Hour e.m. _, | While Not Whila factory, street, office bldg., ete.) : i 


red as work [_] of work H 
21.1 certify that | took aiigs of the remains described above, held an Autopsy Inspection 


death resulted from: Natural causes [ea Accident [[] ica Suicide ie! Homicide oO Undetermined manner fl 


CHIEF MEDICAL EXAMINER [~] 
ranean ae UM. mp, ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 
Aaa, DUTY MEDICAL EXAMINER w Aug, Vie bs 1964 


EXAMINER’S ¥: 
name ttyes) — Widlian H, Pateich (i, De. Address {Stree}, clty, town, or county) 
Bia. BURIAL, CREMATION,| 22b, DATE THEREOF ae. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) Tete) 


Buntal’””” | Aug. 12,1964| St, Josephs 


23, FUNERAL DIRECTOR ADDRESS . REGISTRARS SIGNAT' 


\_W. Clarke thattingley Leonandtoun, tlanyland AUG 13 1964 fOtonrles Judge. 


MEDICAL CERTIFICATION 


hor its designated agent, pri 


4 should be forwarded to the Chief Medical Ex: 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit per 


please execute the certificate, writing the word " 


Healt! 
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favent, within 72 hours after death. 
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VR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ip) o 
10246 rion CERTIFICATE OF DEATH, |. 14933 
ed lived, If institution: Residence Riera cei ission) 


, PLACE OF DEATH 2. USUAL RESIDENCE (Where d 
3. COUNTY ©, STATE b. COUNTY wa 
St. Marys MARYLAND Pennsylvani. 


b. CITY OR TOWN [il outside corporate limits, c. LENGTH OF STAY IN Ib <. CITY OR TOWN [Hi outside corporate limits, write RURAL and give nearast town) 
writa RURAL and giva nearest town) 


Leonardtown Larksville — : 


d, NAME OF HOSPITAL OR INSTITUTION {i} not in hospital, give strae! eddrass) d. STREET ADDRESS: . “e. IS RESIDENCE 
ON A FARM? 


, St. Marys Hospital 290 Buttonwood St. 
. NAME OF First = "Middle - sd 4, DATE Month 
DECEASED 


fies orranl MARY "BESS" DEATH August 3 


“Day 


5. SEX 16. COLOR oF RACE|7, MARRIED [] NEVER MARRIEDX_]| © DATEOF BIRTH 9) BQ % 9. AGE {In years {JF UNDER 1 YEAR| IF UNDER 24 HRS. 


female’ whi a tas} birthday) Rat) Days | Hours Ry: 


wow [] oivorcto[]| Jan. 4, 1899 PUA ys. 


dona during most of working life, even if retirad) a 
Retired Singer Larksville, Pennsylvania 
13. FATHER’S NAME - 7 14, MOTHER'S MAIDEN NAME 


John Foley Margaret Bryan 


¥WOs. USUAL OCCUPATION (Giva kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | TI. BIRTHPLACE (County & Steto, or loreign country) | 12, CITIZEN OF WHAT COUNTRY? 


15. WAS. eee rind IN U.S. ea ipa ’ 16. SOCIAL SECURITY NO.| 17, INFORMANT “Address 
las, no, or unkown) yas givewarordetas ol service! 2 Bu: 
3 ees John Foley - 90 Buttonwood Street 
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1B. CAUSE OF DEATH [Enier only one causa par line lor (a), (b), and harksvitle; Penns — rival setwen 
PART |. DEATH WAS CAUSED BY: Cactbael Asam olsp ONSET AND DEATH 
IMMEDIATE CAUSE (¢} ec 3 lh 
DUE TO 
Gongltiana, arly, <whick (b) Qin. ome — ka) eh 


gave risa to immadiata cause 
(e), steting tha undarlying ( CUETO 
{c. —_ 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile) 19. WAS AUTOPSY 
PERFORMED’ 
esseck yes [] No EF 


208. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature ol injury in Part | or Part I of itam 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


| 
| 
fe 


20c. TIME OF INJURY Month, Day, Yaar ans TNJURY QCCURRED | 200. PLACE OF INJURY (Homa, farm, | 201. (City or town) (County) (State) 
Fees ge lectory, street, ollice bldg., ate.) | 
et wor | at work “) 


MEDICAL CERTIFICATION 


21. 1 certify that {I} (this vy a > 
aw the deceased alive oy , and thet dedth oc: 


. SIGNATURE 
a ATTENDING STAFF 
PHYS. DIRECTOR (7 pxvs. 


22d. ADDRESS 


23¢,. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or eounty) ‘7 (Stata) 


St. Vincent Cem. k 


250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
jpoLiavbeg ueegea 
D, He AEN 
i 7 


MARYLAND STATE DEPARTMENT OF HEALTH 


BP DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

ae 19247 CERTIFICATE OF DEATH 1 4 9 34 

a ie ——— = = i 

3 2 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceased lived, If institution: Residence belore edmission) 
5! °. 
25 : a. STATE b. COUNTY t 

5 2ng Sd. Mary 4 MARYLAND Marydanal » i. Sz. Mary 4 

= 2 A b. CITY OR TOWN [if outside corporate limits, ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporete limits, write RURAL end give neerest town) 

~~ Bas ite give nearest town) 

ives Le Rural _— Daayden 

£ Boe d. NAME OF HOSPITAL OR INSTITUTION (if not in h d. STREET ADDRESS > 1S RESIDENCE 
Eee, , 5 ON A FARM? 
ean St. tanya Hospital vis] NOT] 
Sik = a = ee 

s 2 Bn 3. adele First Middle last 4, DATE Month Dey —- Yeer 

5 2an DECEASED OF 

g Bae (Type oF print) Luke DeSales Goddard verte August 7, 196! 

be S§= 5. SEX ~ |6. COLOR OR RACE| 7, MARRIED fe] ever MARRIED [1] | 8 DATE OF BIRTH |9. AGE (In years |IF UNDER I YEAR] IF UNDER 24 HRS. 

De Ihal Whit last birthday) ea Days | Hours | Min. 

Fumes 2 2 wipoweo [] _bivorced [] Auguat (3S4 79 yn. 

BOS 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | ff, BIRTH?! Ace (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 

2 3 done during most of working life, even if retired) | 


i 


Ta rater athe Fea ____ ie ee me Ye Sete 


0. e W, Goddard a fee et | __ Angela Baoun- : mae 
ii WAS ol ead Ma IN'U.S, Dey YS 16. SOCIAL SECURITY nal 17. INFORMANT Address 
es, no, or unkown! lyesgive werordetesof service) 
Ine Elvia P. Goddard sane a4 # 2 above 


"| INTERVAL BETWEEN 
AND DEATH 


18. CAUSE OF DEATH {Enter only one caysa 


per line or (a), (b). 
PART |. DEATH WAS CAUSED BY, a: A 
IMMEDIATE CAUSE (e). 


DUE TO 


Conditions, if eny, which (b) 
geve rise to imme 
(a), stating the un 


jician, 


The law requires that the death cert 
|, cremation, or removal, and in ai 


use as the burial-transit permit. Then please remove 


R: After this certificate has been signed by the attending phys’ 


be retained by the hospital or attending physi 


x] 
L. = couse lest. 
] iB z . WAS AUTOPSY 
a 2 a PERFORMED? 
2 5 Ols yes [] NO 
a = SS UNDERLYI Y OCCURED. (Enter neture of injury in Pert | or Peri Il of item 1B.) ae 
& & | OR CONTRIBUTING L] CAUSE OF DEATH 
a = | iF eITHER, NOTH MEDICAL EXAMINER) 
9 8 s Zc. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) ~ (Stete) 
z “i 8 ed aim. While __Not While fectory, streel, pitice bidg., ate.) | 
e > 2 st 9 et work [_] at work | j 
x 


occurred aif fA 
ATTENDING 5 STAFF 
PHYS. DIRECTOR ["] PHYS. 


22d. ADDRESS Ts 


Janes P 7 See ee 
23e. BURIAL, 


‘23b. DATE THEREO| jc. NAME OF CEMETERY OR CREMATORY 
REMOVAL! 


| Bia” | Aug. 10, 1 St. George ws __\__Vadley Lee, __fllanyland 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 250. | YY REGISTRAR Sb. Vel ieiboe Wc 
W.Clanke thattingley Leonardtoun, iharydand Att Te 64 cae Nae 


director, page 3 should be detached for 


be filed with the State Dept. 


death. Page 


TO FUNERAL DIRECTO: 


TO HOSPIT. 


DAT! 


VR AIS {4}; 
15M ZN 
Y) 


z& 


1 


FOR STATE 
HEALTH DEPT. 


is necessary, 


to the funeral director. Page 


e retained for your files, 


@ State Depar 
burs after deat| 


le pages 1 ard 
ry event wi 


in am 


ith form PM3. Page 5 


long wi 


ice al 


jing” in pencil in Item 18. Give Pages 1, 2, 


ld be forwarded to the Chief Medical Examiner's Off 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 
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to burial, cremation, or removal, and 


prior 


icate, writing the word “pend 


if 
hor its designated agent, 


lease execute the certi 


4 shoul 


Healt 


TO DEPUTY MEDICAL EXAMINE 
r 


: 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10248 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14235 


1. IBGE OF DEATH 2, USUAL RESIDENCE (Whare deceased livad, If Institulion: Residanca befora admi: 
e. 


t ®. STATE b. COUNTY 
exe Many 4a > MARYLAND Maryland. St, ie 
B. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN tb ©. CITY OR TOWN (If offtside eorporata limits, write RURAL and give neffext town) 


write RURAL and giyg nearas! town! 
Rural” Clenents Rural Clenenks. 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give steel address) (||| +d. STREET ADDRESS - 2. IS Teese 
NA FARM? 


ves GY No [] 
/3. NAME OF / . — a [oa “4. DATE Day ete. 


Month “Day 
DECEASED 


OF 
(Type or print) Francia Hebb DEATH 9, 19 bl 
5. SEX ~  |6. COLOR OR RACE MARRIED [7 NEVER MARRIED ill 8. DATEOF BIRTH 9. AGE {in os IF UNDER YEAR| IF UNDER 24 HRS. 


tiele (cLoned wipowep [_] Divorce [_] S. ? 1899 oF moe Moxie] ass ines we: 


We. USUAL OCCUPATION (Give kind of work | Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stata or loraign eountry) ¥2. CITIZEN OF WHAT COUNTRY? 
done during-most of working | ‘on if relirad) 


ee = Maryland  __| Us SoA, 
13. PATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Aloysius Hebb Many Etta Toney 


| ddress 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 
13-22-1051A | Rebecon Hebb _(lenenta, haryland 


{Yas, no, or unkown) | (Ifyesgive waror datasofservice) 
18. CAUSE OF DEATH [Enter only one cause par line for (2), (b), and (c).) TERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY, f 
IMMEDIATE CAUSE fo) (arcinoma of nectun 


DUE TO 5 > . 3 
Chadibens Waly, Which ee a generalized cancinonatisie 
gava rise to immediate cause 
{a}, dating the underlying ¢ DUETO 
cause last. te) = “ = = 
PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO Tt TERMINAL DISEASE CONDITION GIVEN IN PART tis)| 19. WAS AUTOPSY. 
PERFORMED? 


20a. EXTERNAL CAUSE WAS __—|_-2Db. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of item 1B.) 
PRIMARY [1] or CONTRIBUTING [1 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town] (County) 
pacino Whila Not While factory, street, office bidg., ete.) | 
P. 19 it work at work i 


21. I certify that | took charge of the remains-described above, held an Autopsy im) Inspection and in my opinion 
death resulted from:  Natural_ causes Ce Aveo im) Suicide fel: Homicide Oo Undetermined manner oO 


MEDICAL CERTIFICATION 


CHIEF MEDICAL EXAMINER [_] 
ACTUAL bo ay 
SIGNATURE % cf ae ASSISTANT MEDICAL EXAMINER DATE SIGNED 


——-! _ es 
mame WH. PATRick mp nuoomed—— BQ by _ 


|. BURIAL, CREMATION, 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) ——SC«St 


Burial” a SE, = = dels “il Pompei aon ypland 


23. FUNERAL DIRECTOR ADDRESS: 24a, REC'D BY REGISTRAR] 24b. 


W.Clarke Mattingley Leonandtoun, Maryland onAUG 12 1964 %ChorLeg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10249 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 44936 
: = 


1, PLACE OF DEATH 7 2. USUAL RESIDENCE (Where deceased lived, If institution: Residen 
A EOUNTY a. STATE b, COUNTY 
'. MARYS MARYLAND MARYLAND ST. 


¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and 9 


4 

Pe 

ea b. CITY OR TOWN i iets dafee yrorsteslt a) 

ih write RURAL end give neerest town) 

Sx Sak =. sal 2S SCOTLAND a » 

5s d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stro! address) ) 4. STREET ADDRESS 1S RESIDENCE 
@ 22 ON A FARM? 

Be _( RIDGELL NURSEING. PuOMN ewe wee |! ee Rye ! 

Sa NAME OF — bt | 4 DATE “Month “Day 

Be DECEASED, | OF 

u int) 

ri ypeorpon ss WILLIAM - HENDERSON _ Re Tignes GGA 

= S. SEX 6. COLOR OR RACE|7. MARRIED [] NEVER MARRIED B. DATE OF BIRTH AGE {In years | IF UNDER 1 YE 
ze a lest birthdey) |Months| Deys 
EW male white wipowenf, __pivorceo X] | Nov. 2, 1893 10 ys. 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stata or foreign country) 


done during most of working life, avan if retired) 


in 24 hours after death. If any 
in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


2De. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enfar nature of injury In Port | or Part Il of item 1B.) 
PRIMARY [-] or CONTRIBUTING 


CAUSE OF DEATH. 
20c. TIME OF INJURY ‘Month, Day, Yoor 


a Retired _ = U.S. Navy Camden, New Jersey USA 

2 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME = r 

a Unknown. ot 4 Se | we Ee 
2cUE 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Add = 
Fak (Yes, no, or unkown) nee ks ws 388 Jerome Ave. 
zee Yes | = 1940 _ ______|_MNrs.Mary R. Reed - Astoria, Oregen 
a Ea 18. CAUSE OF aah [Enter only one cause per line for (6), {b), end (c).] = 5 — = | Bet ongeet 

2 ‘ATH 
eee PART I. DEATH WAS CAUSED BY. Geoxenwm Siline seer Ean 
352 IMMEDIATE CAUSE (e)_ Rog. 223 t = Wa: 

2 jn 5 
28¢ Far 0. DUE TO Chun Prorat tn fo ant 
256 Conditions, if eny, which (b) mee a. | => 3 >, eke = = 
< 22 DUE TO 
ges ) ‘ 24. - 

a 8 PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]j 19. WAS AUTOPSY 
pay f == a PERFORMED? 
Ae [ves ye 

238 

== 

on 


2Dd. INJURY OCCURRED ] 200. PLACE OF INJURY (Home, ferm, | 208. (City or town) “(County) = Stota) 


MEDICAL CERTIFICATION 


‘AL EXAMINER: Thi 


or its designated agent, prior to burial, cremation, or removal, and In any event will 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File page 


5) dir doit While __ Not While factory, strest, office bldg., atc.) | 
~2 p.m. 19 ot work at work | 
st SS SS SS SES 2 ES Sr 2 Se GS ET 
Bo 21. I certify that | took charge of the = described above, held an Autopsy oo Inspection bal Inquiry ip: and in my opinion 
ey death resulted from: iD causes cee [1 Suicide [[]. Homicide [7], Undetermined manner iE 
33 bs. CHIEF MEDICAL EXAMINER [_] 
i é a Se {LP a mp, ASSISTANT MEDICAL EXAMINER a2 DATE SIGNED 
re ‘i eee fee's DEPUTY MEDICAL EXAMINER J 
x } 2 
Bove g (| _[NAME (ye) Wm, H. Patri uy) 1/64 
iu Be URIAL, CREMATION,| 22b, DATE THEREOF Ze, NAME OF CEMETERY ott bea Renker age ON icin town, or country) (Stetn) 
3% yy) 
oat 2 
ay “A ii é abies REGISTRARA/24b. REG Spar S i RE 
VS. AISME gel 3 4 YC 
5M 7/9 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10250 CERTIFICATE OF DEATH 44937 


. PLACE OF DEATH B 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY ; a. STATE b. county ; 
St. Mary's marvtann || Maryland St. Mary's 


b. CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b |; c. CITY DR TDWN (if outside corporate limits, write RURAL and glve nearest town) 
write RURAL and glve nearest town) 


Leonardtown 3 hrs. 30 mint Califomia x 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS n 1 RESIDENCE 


ON A FARM? 
St. Mary's Hospital Star Route yes(]_nofi 


. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


OF 
(Type or print) Louis Michael Long, III DEATH August 11 1964 
5, SEX 6 COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [K] | & DATE OF BIRTH 9. AGE (i years IFUNDER oo og FS 


last birthday) Months | Days | Hours | Min, 
Male White wipoweD [| pwvorceD[]| August 11, 1964. yrs. | Ps 30 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) ] 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


none t. Mary's, Maryland United States 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Louis Michael L Jr, Gay Faragelli 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive war or dates of service) 


no Father Califomia, Maryland 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a). 


Spurl bE 
me Tee Aa ia fs x (7 Ye 8h geatotiae”) 2 he. 


, cremation, or removal, 


-transit permit 


gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (©) 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) | 19. Lee se 


yves{7] Nol] 


or attending physician. 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part t or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) 
Hour a.m. while Not white factory, street, office bldg., etc.) 
p.m. 19 at work [_] at work 


21. | certify that (I) (this Rosie att flee tO. , 19. , that (I) (we) last 
old , from the causes and on the date stated above. 


a. SIGNATU | 22b,_ DATE SIGNED 
ATTENDING MED. STAFF 
BAL M.D, PHYS. ad pirector CL] pays. [1] Uf ef 
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MEDICAL CERTIFICATION 


22¢, PHYSICIAI 22d. ADDRE: 
NAMK (ye) Joseph Gill, Leonardtown, Maryland 


23a. qnOiA sec | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


ane poten 4 (2, 1% 


Great MidLg Marykand 

24. FUNERAL DIRECTOR DRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
, re 

TET nner anee Leonardtoun, Maryland oars AUG 13 es Shanbeg edge. 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to bu 


Page 4 may be retained by the hospi 
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director, page 3 should be detached for use as the burial 


should be filed with the State Dept. of Health prior to bu 


Page 4 may be retained by the hosp! 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


19253 CERTIFICATE OF DEATH 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
BEINN, F a. STATE b. COUNTY 5. r 
Sz, Ml MARYLANO Maryland te 4 
b. tt OR TOWN (if outside rae limits, ¢. LENGTH OF STAY IN ib |! c. CITY OR TOWN (If Gutside corporate limits, write RURAL and give néarest town) 
town) 


write RURAL.and give neares' 
Rurak™ Seo x Rural Scotland 


d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS 8 Pali 
j 


\s kl nol 
ER ni SDL First Alo Last 4. Bere Month Year 
(ype or print) Ridp, DEATH 19 64 
5. SEX 6. COLOR OR RACE | 7, _Lecayeon, Ale MARRIED [7] ais DATE OF BIR 3, AGE (In Years | IFUNOER 1 YERR|IF UNOER 24 HRS, 
% last birthday) (Months | Oays | wees es Min. 
Mate White wioweo [-] ovorceo [] | Nov, 27, 1906 a 
10a. USUALOCCUPATIDN fies kind of workdone| 10b. KIND OF BUSINESS OR ‘LL. BIRTHPLACE (County & Staff, ’or foreign country) | 12. CITIZEN OF a 
during most of working life, even If retired) INOUSTRY COUNTRY? 
eR 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Thomas A, Ridgell Eula Tennyson 
& WAS caer, ies BME Heh MA) GES: , 16. SOCIAL SECURITY NO. INFORMANT Address 
es, no, or unkown) | yes tive War or dates of service: 837 
217-H-9 Hany, 0. Ridgell S$ auth Mlanrykand, 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
/ ONSET AND OEATH 
PART |, OEATH WAS CAUSEO BY: (A 4 
IMMEDIATE CAUSE (2) att, 
2 ' DUE TD 
Conditions, if any, which (b) 


gave rise to Immediate 
cause (a), stating the ( OVE TO > 
underlying cause last. (c) ie: Y 


Hour a.m. factory, street, office bldg., etc.) 


& | PART 1, OTHER SIGNIFICANT CONOITIONS EDNTAIGUTING TO OEATH BUTNOT RELATEO TO THE TERMINAL OISEASECONDITIONGIVENINPART It) 9 Ty 
= 

s ves[] No[] 
= | 20a, ACCIOENT WAS UNDERLYING 200. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part Tor Part 11 of item 18.) 

& | DR CONTRIBUTING () CAUSE OF DI 

& | (IF EITHER, NOTIFY MEIGAL EXAMINER) 

3 | 20c. TIME OF INJURY Month, ay, Year | 20d. INJURY OCGURREO |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) tate) 
Fa 

= 


While Not While 
Te) at work 


ify that (I) (this~heepiéet) al ie deceased from. that (1) (wed fast 
saw the Meceased alive o1 and that date stated above. 
: D 577 


"2 22, 
MEO. STAFF 
“tector CO] pave. C1 


eee ay 


‘ 
LTV 


PHXSICIAN’S, 


Ftv) James P,  Manboe th, De 


| ae ADORESS 


URIAL, CREMATION, \Aups 23b, ee ie OF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


(Specify) Bw, 64 Se Michaela 


. mets S| agian 


24. FUNERAL OIRECTOR ADORESS 25a, REC’D BY REGISTRAR f 2 


OAT! 


W. Clarke Mattingley Leonandtoun, thanyland. 


oh 


1G PHYSICIAN: 


TO HOSPITAL OR ATTENDIN 


Page 4 may be retained by the hos; 
TO FUNERAL DIRECTOR: After this certificate has been signed by the 
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led with the State Dept. 
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director, page 3 should be detached for use as the burial-transit per 


should be fi 


vR AIS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, M RE 


10252 CERTIFICATE OF DEATH 14235 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


. COUNTY 
‘ St. Mary's MARYLAND MaTy Tend SPM y's 


b. CITY OR TOWN (If outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Leonardtown 4 hrs. 40 min. St. Inigoes 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) |} d. STREET ADDRESS e eae 


St. Mary's Hospital yes[4_ nol] 
3. LE ae First Middle Last 4. pare Month Day Year 
(Type or print) (A) Shubrooks | DEATH August 21 1964 
5. SEX 6. COLOR OR RACE 


9, AGE (In years | IFUNDER 1 YEAR 


7. MARRIED [) NEVER MARRIED [4 | 8 DATE OF BIRTH pean pleg Urb 
Female Negro wipoweD ["] pivorcen{]|August 21, 1964 yrs. 


[FUNDER 26 RS, 


Hors | 0) 


Days 


10a. USUAL OCCUPATION (Give kind of work done 11. BIRTHPLACE (County & State, or forelgn country) 
during most of working life, even If retired) 


none St. Mary's, Maryland 


10b, KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY 


COUNTR’ 
United States 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
James Oliver Dickens Annette Shubrooks 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT Address 


(Yes, no, or unkown) | (If yes give war or dates of service) . 
no Mother St. Inigoes, Maryland 


16, SOCIAL SECURITY NO. 


18. CAUSE OF DEATH [Enter only one cause per 


; E INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 

, SS 
OT ether Zp "aa 7 


IMMEDIATE CAUSE (a). 


F x DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(a) |19. WAS AUTOPSY 
= aaa 
By ves} NOo[] 
= | 20a, ACCIDENT WAS UNDERLYING 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 28.) 
& | OR CONTRIBUTING (| CAUSE OF DI 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, farm,| 20f. (City or town) (County (tate) 
a Hour a.m, factory, street, office bidg., etc.) 
F-] while, — Not While A 
= p.m. 19 at workL_] at work iE} 
21. I certify that ( Cte Heer gh endéd the deceased from /, that (I) 4wo)-last 
saw the decease Ag fand that/Meath occurred ai , from thetauses and he je date stated aire: 


PA ATTENDING 
M.D.__PHYS. 


22d. ADD 
James Jarboe, M. D. Great “Mills, Maryland { 


22D. pay a) - 
MED, |" 
binecror C] PAYS. yal 


23a. BURIAL, CREMATION, 


23b. DATE THEREOF | { 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (tate) 
EMOVAL (Specffy) ’ 


S/1tL "64 St, Aloysius | Leonandtoun, 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR'S SIGNATURE 


M, Gonke Wttingley Deonandtour, tld. | ome AUG 25 1964_fCCorbey edge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ak 


my 10253 CERTIFICATE OF DEATH 
23 a 1g Leste eal 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence ier admission) 


ey b, COUNTY, 
St. Ma: MARYLAND. ryland “ary 's 
b atte BY OR aL? (if outside caper limits, c. LENGTH OF STAY IN 1b || c. B oT TOWN (If outside corporate Tete ae RURAL and give nearest town) 
DSU EOWA? Mearest town) 4 hts. 30 min |X St. Inigoes 


22b. DAVE SIGNED 


vip, REINS ron) Be 
22d. ADDRESS 
Great Mills, Maryland 


23d. LOCATION (City, town or county) (State) 


7PHYSIGIAN’S 
E (Type) 


a 
a 
=] 

oS 
@ 

“3 

s 
= 

a 

3 
a 

4 
‘s 

s 
o 
be, 
o 

a 
> 
) 
E 

+ 
2 
Bo 
o 

o 


s 
= 
Ry 
7 = 
~ = 
2 
(ous 
e 2 
s =. 
3 g mi d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) a STREET ADDRESS 6. Oh GENIN 
sa” s 
Se ae St. Mary's Hospital vesL] nol] 
s 3 s= 3. esc First Middle Last 4 dg Month Day Year 
= a 
= 2he (Type or print) (B) Shubrooks DEATH ae: 21 19 64 
3 5 of > 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE ars | IF UNDER 1 YEAR |IF UNDER 24 HRS, 
4 gE) oy ay day) Months | Days | Hours 
= ees Female Negro wiDoweD [-] pivorceo[j|August 21, 1964 yrs. 
© -.°s 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ‘11 BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
is Bs during most of working life, even If retired) INDUSTRY COUNTRY? 
2 B28 none St. Mary's, Maryland United States 
3 cn 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
= wos o 
& ee James Oliver Dickens Amette Shubrooks 
So Ree 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT ‘Address 
= e's? es, no, or unkown, yes give war or dates of service: 
5 £35 (Yes, ikown) | (If dates of service) 4 i 
Ss 085 no Mother St. inigoes, Maryland 
= a ed 18, CAUSE OF DEATH [Enter only one cause per line fo, a di (c).] Ds a 
S22 E PART |, DEATH WAS CAUSED BY: St 3 
8 of 3 IMMEDIATE CAUSE (a). of 
fo oF y 
33 bas , / DUE TO i 
se aS5 Conditions, If any, which 0) 5a} A) 7. 7 =i & bat J 
iy eo gave rise to immediate 
ef f2~ cause (a), stating the DUE TO 
eS ay ae underlying cause last. () 
SEs aS & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) 19. Was AUTOPSY 
o one = 
£5235 3 Yes[] no} 
ZEB SST = | 202, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part 11 of Item 18.) 
Sa tcs & | OR CONTRIBUTING [] CAUSE OF D 
Bos 2,3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
4 2 % | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) County) tate) 
a = a Hour a.m. while Not White factory, street, office bidg., etc.) 
szs Z p.m. 19 it at work [1] 
Su= 
ees 
Ege 
@ 
pr 
Sa 
a a 
= J 
BES 
a at 
$e5 
= be 
ee 


director, page 3 should be detache 
should be filed with the State Dept. 


23a. Beaten ec 23b. DATE TREREOF 23c. NAME OF CEMETERY OR CREMATORY 
eC! - S 
: 8/22/16! St. Aloysius Leonatdtoun. 
Burtad FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


waassoSQ W. Clarke tilattingley Leonandtoun, owe AUG 25 1964 (C4erbay 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


8 


= j 9 iz AY! CERTIFICATE OF DEATH 149 

IM |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence bafore edmission) 
meal ae: @. STATE b. COUNTY 

£25 St, Mary's MARYLAND Maryland __—sSt. Mary's 

> & 3 b. CITY OR TOWN (if outsida corporate limits, ¢. LENGTH OF STAY IN 1b. ¢. CITY OR TOWN (If outside corporate limits, writa RURAL and give nearest town) 
Es = writa RURAL end giva naarest town) 

Swe Pat: ; Park 

o Nd 2 ar iS] * = ee) 

3 ry id d, NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, giva strat addrass) d. STREET ADDRESS: @. IS RESIDENCE 
Sas ON A FARM? 
>. A 

#52 /|,-station Hospital, Naval Air Station || 13] ThreeNotch Road _ as rine 
Ban [3 N Middle 4. DATE Month Day Yeor 

e a ~ DECEASED 

§ ecu) las ebeanard Joseph SKELLY DERI August _—(16 

a 3, SEX 6. COLOR OR RACE|7, MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yaors |IF UNDER 1 YEAR 

53 fe O last birthdey) Bieslie) Days | A 

= Male Caucasian| weow A} oworceo]|15 October 1877 | 86 ™ |10 | | 5: 
‘So Wa, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 dona during most of working life, even if retired) 

< Retired Liverpool, England | Us Se Ae 


13, FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


Agnes Catherine McGUIRE 


Patrick SKELLY 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INPORMANT Addr : 
(Yas, no, or unkown) | (Ifyes give werordatasofservice) Daughter zal 31 Three Note a 
No Gloria Therese BOYLES Rd.,LexPk, Md. _ = 
18. CAUSE OF DEATH [Enier only one cause par lina for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: : 
IMMEDIATE Cause (a) Dehydration > e |. 2. Weekm | 
B7 DUETO 
Conditions, if any, which w Chronic Brain Syndrome < 5 Years _ 
gava rise to immadiate causa 
(a), stating the underlying ( DUETO 
couse last, jy Cerebral Vascular Arteriosclerosis |10 Years 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Heyy 19. WAS AUTOPSY 
Fracture of right femur eS Ss ay 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
UF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURRED, (Entar nature of injury in Part | or Part of item 18.) ADOUG 3 MOS. prio 
Ito death pt. fell due_to_chronic left ee weakness, the 


i cCURRED ? 0s: P 1 joma, farm, » 2Of. (City or town! County) ~ (State) 
While Not While factory, straet, office bldg., ete.) | 
at work [_] at work [_] : 


. I certify that (I) (this gre attended the deceased from...¥... st... 1994, to.10..Aaeiash., 19..65that (I) (we) last 
9 $ 64, and that death Aes at. P. ..M, from Ihe causes and on the date slated above. 


Ss na ATTENDING MED. STAFF 72b. OND 
abek I cot we Mp. | PHYS. Ex] owecror [J Pxyvs. [1 16 August 1964 
226. PHYSICIAN’: 


22d. ADDRESS 
NAME (Typa) 


LT_MC_USNR StaHos, USNAS, Patuxent River, Mde.. 


20c. TIME OF INJURY Month, Day, Yaar 
Hour a.m. 
p.m. ud 


MEDICAL CERTIFICATION 


saw the deceased alive oe 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
be filed with the State Dept. of Health prior fo burial, cremation, or removal, and in any eve! 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


23a. BURIAL, CREMATION, 3b. DATE THEREOF 23¢,. NAME OF CEMETERY OR CREMATORY Wee LOCATION {City, town or county) (Stete)_ 
REMOVAL (Specify) 
tn > § Gate of Heaven Cemetery New York NwYs_ 
24 FUER AGL ONSECA ER CPUL_-- ADDRESS 25a. REC'D BY REGISTRAR ‘¥ REGISTRAR’S SIGNATURE 
Pi 
Mg. iia He obiinson - Leonardtown, Maryland oat UG 19 1 


_—Y 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE 10255 MEDICAL EXAMINER'S CERTIFICATE OF DEATH j 4949 
HEALTH DEPT. |7. BURGE OF DEATH 2. USUAL RESIDENCE (Where aeteana lived, If institutions Residence before edmission) 
* t . STATE b, COUNTY 
Jd, Many 4 MARYLAND 3 Marydand. SEH 
a EM b. CITY Or TOWN {if outside pepe ae ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside eorporete limits, write RURAL end give neerest town) 
wri ond pive neerest town] 
=~ Leoi wr. D.0.As x RES Great Iill, 
$s d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) <4, STREET ADDRESS + @. 15 RESIDENCE 
a) ; ? 4, 3 ON A FARM? 
5 St. liany! ospitad ves [A No [] 
a 3. NAME OF First Middle Tala 4, DATE ~~ Month Dey 
2 
5 
y 


Year 
OF 
peaTh August 4 19 64 
IF UNDER 1 YEAR 
Months] Deys 


DECEASED i 5 
(type er print Madd L4on. Cyrus Strickland 


5. SEX 6. COLOR OR RACE 


hake White 


10a, USUAL OCCUPATION [Give kind of work 


9. AGE (In yeers 


st birihdey) 
(if yrs. 


Ti. BIRTHPLACE (Stete or foreign sountry) 


7, MARRIED fe] NEVER MARRIED |] | 8- DATE OF BIRTH 


wipowep[} —_bivorceD [] i te 1900 


10b. KIND OF BUSINESS OR INDUSTRY 


WF UNDER 24 HRS, 
Hours Min. 


12, CITIZEN OF WHAT COUNTRY? 


24 hours after death. If any delay is necessary, 
ive Pages 1, 2, and 3 to the funeral director. Page 


Office along with form PM3. Page 5 may be retained for your ek 
le pages 1 and 2 with the State De; 


=: dane during most of working life, even if retired) 
= Fanning & Carpenter Manyland Oe. Sette 
o 
3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
se 02 OH Cys th, Strickland Helen Frances Taylor 
£0FGe a WAS De EVER IN U-S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
Pa 25 fes, no, or unkown) yes give warordelesof service) Fe 
Qeses 19-16-0502 _| Lela (need Stricrland san) < CE a 2 a bey 
Bara. 18. CAUSE OF DEATH [Enter only one cause per line for [e), (b), end (e).] ae es ERVAL B 
gs 2os PART I, DEATH WAS CAUSED BY: a ro ONSET AND BEATE 
Seas e IMMEDIATE CAUSE (a) Woe by AeA oe 
© { “i > 
Senge / DUE To c 
BesBe Conditions, if eny, which (b) Las K 
Fon oS geve rise to immediete cause 
2S Ra {a], steting the underlying ( CUETO 
SeEvs cause let, (6), 
= 8 egs z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{a)| 19. Was ‘AUTOPSY 
6 o> =o REFORMED? 
eicate 5 ves FI no [] 
= F535 © /20e. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of ilom 18.) 
ae 222 & | PRIMARY [] or CONTRIBUTING 
Hoa” s & } CAUSE OF DEATH. 
‘em.2 = 
Betos $ | 20e. TIME OF INJURY Month, Dey, Year) 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, form, > 20 (City or town) (County) (rete) 
Es gU 2. Fat Hour e.m. While __Not While fectory, stresl, office bldg., etc.) | 
$d Se & = p.m. 19 jat work el work i 
25 ao z E eh 
n3 20” 21. I certify that | took charge of the we described above, held an Autopsy (Ea Inspection LF Inquiry [4+ and in my opinion 
Ea . 
= 5 3 aes death resulted from: Natural causes [Te Accident | ‘Suicide C} Homicide Oo Undetermined manner CJ 
< 
Be 8 Be CHIEF MEDICAL EXAMINER [7] 
Heza 
l f) / DAI 
= 2 : E 3. pitas LA Ks, Map, ASSISTANT MEDICAL EXAMINER [7] sie 
4 r DEPUTY MEDICAL EXAMINER [~~ os 
Besa. EXAMINER'S WiLLTAM- i - : S 
mesmo NAME (Type) ry) ae Addross {Streol, city, town, or county) 
wy 8 & ls = * 122e. BURIAL, CREMATION, 22b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, lown, or ay Ve 
Ags 3 REMOVAL (Specify) 1 iy; 
Qaxo 5/27/64 Chenezen Gaeck ili Ll 


23, FUNERAL DIRECTOR ADDRE: 


4. Clarke Nattingley Leonardtown, _ lid, 


24a, REC'D BY 27 | 24b, a a Ss be 
DATE 


AUG 27 $964 orde, Yage. 


VR AISME 
5M 1/63 OS 


funeral 
cs 


ithin 72 hours afte 


ij 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


19256 CERTIFICATE OF DEATH 149 43 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore daceased lived, If institutlon: Residence before edmission) 
e. COUNTY e. STATE b. COUNTY 
St. Mary's Es marytany || Maryland St. Mary's 
‘orporate limits, ¢. LENGTH OF STAYIN Ib |! c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest lown) 
write RURAL end give neerest town) 


Patuxent River 


. Lexington Park 


d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 

Station Hospital USNAS : Route 1 Box 433 

|. NAME OF “First ‘Middle . Last | 4, DATE ‘Month 

DECEASED OF 

: : 

{Type er print) Baby Boy TANNER | 7 angust 17 1964 
5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 


7. MARRIED 
LI NEVER MARRIED [54 fest birthday) 


wioowen[] _ovorcto[[] | 17 August 1964 yrs. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or loreign country) 


Months | Deys 


Hours | Min. 
i al 


Male Cauc 
Oe, USUAL OCCUPATION (Gi i 
done during most of working tif 


12, CITIZEN OF WHAT COUNTRY? 


DSS A 


St. Mary's Maryland 


14. MOTHER'S MAIDEN NAME 
Nancy Jo HANNAH 


17, INFORMANT ~ Address 


13. FATHER’S NAME 


John R. TANNER 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | (Ifyesgivewerordetesofservice) 


NO 


16. SOCIAL SECURITY NO. 


| INTERVAL B aETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (e)__ Anenc bins sly. 


7 x DUE TO 
Conditions, if any, which (b) z 
geve rise to immediete ceuse =| a =~ 
{e}, steting the underlying DUE TO 
couse last. te) 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a) | 19. WAS AUTOPSY 
9 ae SF ‘Ol 
= 
is _| Yes ] xo oO 
i |20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Pert Il of item 18.} 
f | OB CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20%, (City or town) (County) {Stete) 
5 Bow sete While __ Not While fectory, street, office bldg., etc.) | 
= re v et work at work 


22b. DATE 
AFF 


gq ae MS Cy DIRECTOR oO PANS. pi 17_ August PSby 


22d. ADDRESS 


TATION HOSPITAL USNAS PAXRIVMD 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
Ebenezer Cem. Great Mills Ma. 
IR’ SPAGNATURE ADDRESS 25a, REC'D a a1 4 oB4 REGIS liv dag Ver cede 
75, inson — Leonardtown,Md. va HUG / 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10257 CERTIFICATE OF DEATH 14944 


1 Lr ak a DEATH 2, USUAL RESIDENCE (Where deceesed lived, if institution: Residence before edmission) 
pa Bac CuN 2, STATE b. COUNTY 
J8 St. Marys MARYLAND Maryland ty St. Marys 
>es B. CITY OR TOWN lif outside corporate limits, <. LENGTH OF STAY IN Ib <. CITY OR TOWN (if outside corporete limils, write RURAL end give nearest town) 
a oa write RURAL and give nearast town) 
385 ame or beztngton Park Lexington Park — 
220 4, NAME OF HOSPITAL OR INSTITUTION {if not In hospitel, give sree! eddress) d. STREET ADDRESS @. 18 RESIDENCE 
Eas. i ON A FARM? 
392) =;—Rural. Rural ves [] NO Bl 
s Ba 3. NAME OF in oS Maes lst 4, DATE. Month “Dey “Ye — ae 
2a" DECEASED OF 
Ss 'ype or print DEATH 
8c= _____ HASKELL LANDRUM TINSLEY 3 August _29 
as 5. SEX 6 COLOR OR RACE) 7, qaRRIED fy] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years |F UNDER 1 YEAR| iF UNDER 24 HRS. 
aS test (eyes Months] Deys | Hours | Min. 
ses nale white | Wow [] _ pivorco [) | 
33 TOs. USU ‘CUPATION (Give kind of work | 106. KIND OF BUSINESS OR INDUSTRY | 1. Lae Gi ae nly & State, or “see Ll "12. CITIZEN & WHAT COUNTRY? 
BB > done during most of working lite, evan if retired) 
< 
Motel Spartanburg, South Caroli = 
14. MOTHER'S MAIDEN N 


13. 


FATHER’S NAME 


§ 5 mt 
aes William F, Tinsley Mary E, Williams 2 
= 4 15. WAS DECEASED EVER IN U.S. ARMEI CES? | 16. or SECURITY NO.| 17. INFORMANT Address 

ce (Yes, no, or unkown) | (Ifyesgiveweror dé ervice) 

a9 _No__ ———— Mrs, Luna WM. Tinsley - Lexington Pk. Md. 

= [3 18. CAUSE OF DEATH [Enter only one cause 

ve 


ine for #2520 pon end (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: —— 
IMMEDIATE CAUSE (e) 
) DUE TO | 


The law requires that the death certificate be executed within 24 hours after NN 


zs 
> 
9° 
A: 
4 8 
> » 
E538 
Bree 
23 7 Conditions, if eny, which {b) | 
Paes ae ——— “ 
sac 5 save rise to immediate ceuss 
BRas (e), steting the underlying DUETO 
3 soak couse lest. Wee, te) | 
SBSyo z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 19. WAS AUTOPSY 
BSE ge 5 | Yes [] No [XJ 
YG |= [2de. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW IN C CURRED. ery Pert lof item 18.) — 
Beeds B | Be ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY © . (Enter nature of Injury in Part | or Pert Il of item 18.) 
ORE BS |S] iF ETHER NOTIFY MEDICAL EXAMINER) 
B52 Es — 
25582 % | 2c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 2De, PLACE OF INJURY (Home, ferm, : 20f. (City or town) (County) (State) 
8 eas = iene hie While oN While fectory, street, office bidg., atc.) | 
as a3 a | ine 19 at work [] at work [J 
ee & 3 ‘ ° 
g oh2e 21. 1 certify that (I) (this hospital) attended the deceased from...... i; 19.04 that @) (we) last 
a 4 
ee Hes saw the deceased alive on.... AUg's..29...9....19..64., and that death occurred 9.30PM, from the causes and on the date stated above. 
° EAC “ty 22a, SIGNATURE Zz a ; " 2b. PATE 
= ATTENDIN MED, STA si 
a ged ee GotytC Go p. | PHYS. [Qt DineCToR [[] PHYS. [9 8/30/64. 
Eee as ,| | 22e. PHYSICIAN'S 22d. ADDRESS "hae 
mo AME (Type) 
ares ; N. (Type 
O2b 83 Charles Greenwell, MD _| Leonardtown, Maryland a. 
Tg 2° —_|a3e, BURIAL, CREMATION, | 23b. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) ~— (Slete) 
Qov0d 3 REMOVAL (Specify) 
« i 
26 Fi 250, REC'D BY REGISTRAR | 25b. "lends SIGNA on. 
VR AIS (4) vane SEP st ae 


20M 5-63 


—, 


‘uneral 
and 2 
death. 


bon papers. Pages.i 


in and completely filled in by the f 


lease remove car 


ysicia 
ermit. Then P "1 
|, and in 


, See or removal 


igned by the attending ph: 
-transit 


d for use as the burial 


or attending physician, 
of Health prior to bu 


= 
= 
3 
ry 
3 
as 
5 
= 
J 
2 
s 
Ss 
= 
XI 
5 
= 
= 
= 
2 
2 
2 
> 
3 
S 
x 
a 
o 
2a 
2 
= 
Ss 
3S 
= 
t 
oS 
cz) 
= 
bad 
3 
ny 
=) 
2 
= 
= 
~ 
=e 
ae 
s 
te 
= 
i= 
o 
= 
= 


DING PHYSICIAN: 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTEN 
, page 3 should be detache 


should be filed with the State Dept. 


director, 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4 025 ° CERTIFICATE OF DEATH 14945 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssion) 


= COUNTY SL Mh R ty wks 2. STATE jj eee B.COUNTY ox if 


bd. GN OR TOWN (If outside corporate Ilmits, c. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


‘Lani ite ey) ioe give nearest town) Li fe x R " Me. } . cov ile 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. Ba Rae 
t 


yes{_] no PX] 


nt, within 72 ho} oy 


Last 4. DATE Month Day Year 


. NAME OF 
{Type or print) 3 Wathen. | DEATH Auguat / 6, 19 64 


5. SEX C. sar OR RACE ] 7, MARRI DIM) & DATE OF BIRTH 9, AGE (ih years | IF UNDER 1 YEAR | FUNDER 24 BRS, 
ED [_] NEVER MARRIED [X} fast bi day) | Months | Hours | Min. 
F WIDOWED [-] pIvRCED [-] AL 964 yrs, | 2 


10a. USUAL OCCUPATION = kind of workdone| 10b, ye ee BUSINESS OR ei BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working if ife, even If retired) INDUSTRY OUNTRY? 


eJotle 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


pea enh Mattingly Yathen. | sr Ann. Hamilton. 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unkown) a war or dates of service) 


18. CAUSE OF DEATH [Enter only one caus: — (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 3 ONSET AND DEATH 
IMMEDIATE CAUSE (a). 2 - 


DUE TO 
Conditions, If any, which 0) 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. (c) 


PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. oe ieee 


yes] No[] 


7 x 


20a. ACCIDENT WAS Tae oe 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [) CAUSE 0! 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
While — Not While factory, street, officebldg., etc.) 


at work at work 


MEDICAL CERTIFICATION 


, from th Causes and pndhe dai 
| 22b. DALE 


Digtoror C] PHYS. 


Great hills i) 


Bie, PHYSICIAN'S Vv, 7 224. ADDRESS 
NAME (Type) 


3b. DATE THEREOF 23c. NAME OF eM OR CREMATORY 23d. LOCATION (City, town or county) (State) 


2 . y 56 Midi Ba. nn ag 25d. " SIGTRAR'S ee 
W.Clarke llettingley _Leonandtoun, Maryland DATE 464 
b (2D Y 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR ST 10253 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1 424 5 
fanca Befora adinission) 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare decaesed livad, If institution: R: 


3. COUNTY 


a. STATE, b. COUNTY ‘a 

Sia MARYLAND | Maryland eK 
i b. CITY OR TOWN (if oul LA corporata limits, INGTH OF STAY IN Ib ¢. CITY OR TOWN (if outsida corporata limits, write RURAL ond give neerést town) 

2 write RURAL and giva nearast town) =e 

Fes RIVAAAL. _|__/ days = baltimore = 2 
2 Hy d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, giva street address) d. STREET ADDRESS: e. IS RESIDENCE 
ax ON A FARM? 
os = - ¥ ms ves {] No RT 
aa 3. NAME OF : Middle 3593, mona, Key Balgimone— ‘Day Year 

os : 
23 {Type or prt) fpiiialins Bennett Willian, Snr. | DEATH Ay gust 7, 19 64 
En 3. SEX 6. COLOR OR RACE|7. MARRIED (E] NEVER MARRIED [—] | 8. DATE OF BIRTH 9. NGE (in years /IF UNDER T YEAR| TF UNDER 24 HRS. 


hale Write 


Wa. USUAL OCCUPATION (Give kind of work 


1Db. KIND OF BUSINESS OR INDUSTRY 
dons-during most of working lifa, aven if retired) 
e~sertter 


Tike-contracting 
_fomaline Franklin Willians 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


May 10, 1885 > geal ges 


on ec {State or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 
14, MOTHER'S MAIDEN NAME , ; 


_ BRR Anderson 


Mert Days | Hours | Min. 


wivowep [_] DivorceD [_] 


il in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


long with form PM3. Page 5 may be retained for your files. 


IO PUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 apd 


t ft ye A Seta alk 16. SOCIAL SECURITY NO.| 17. INFORMANT a Address 
‘at, no, or unkown) | (Ityesgivewarordetes of servics] ‘ 
No 21732-53394 | Ruth He Williane 3553 Elmona Ave., Ault, Mid, 
18, SE OF DEATH [Enter only one eause por lina for fe), (b), end (e).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: bets 3 pinie~ 
UAMEDIATE CAUSE (a) kee at.cdedpr Poors. 
‘ DUE TO 
Conditions, if any, which (b)_ 


gave rise to immediate cause 
(a), steting tha underlying ( PUVETO 
cause lest. 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMIN 


ificate should be executed within 24 hours after death. If any dela 


DISEASE CONDITION GIVEN IN PART I(a) 


19. WAS AUTOPSY 
PERFO! 


Hour a.m, 


Not While factory, street, office bldg., ete.) | 


z 

g RMED? 
Si yes [] NO 

= | 20e. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of itam 1B.) = | 
& | PRIMARY [) or CONTRIBUTING CD] 

G | CAUSE OF DEATH. 

= = sand = : a 

§ | 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) (Stete) 

ra} 

= 


tify that | took charge of the remains described above, held an Autopsy im} Inspection 
death resulted from: Natural causes [Accident ee: Suicide [ar Homicide et Undetermined manner | 
y q 0 CHIEF MEDICAL EXAMINER [_] 
ACTUAL Lo A 7. g 
epenrone. Mens z : mp, ASSISTANT MEDICAL EXAMINER [] DATE, sTlep 


r) DEPUTY Le ER * 
aie W/L iAH D BoyD Cae eee 


22a. BURIAL, ie | 22b. DATE THEREOF 


wee ee x Address (Street, city, town, or county) 3 
22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 


Health or its designated agent, prior to burial, cremation, or removal, and in any event 


please execute the certificate, writing the word “pending” in penc 
4 should be forwarded to the Chief Medical Examiner's Office al 


REMOVAL (Spacify) 


en B/11i64 ikgapwood. 


Armacost 4600 Liberty Heights Ave. 


TO DEPUTY MEDICAL EXAMINER: This ci 


24a, REC'D BY REGISTRAR ( 24b. REGISTRAR’S SIGNATURE 


oatiUG 12 ts tals seep 


